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ORIGINAL ARTICLES 
LUNG ABSCESS FOLLOWING 
TONSILECTOMY.* 

Dr. F. Notton BicGELow. 
ProvipENcE, R. I. 


| have been asked to take part in this symposium 
by discussing the pulmonary complications that may 
follow tonsil operations. I have no desire, how- 
ever, to pose as an expert on lung abscess follow- 
ing tonsilectomy, for that is a distinction I would 
gladly leave to others. Tonsilectomy is performed 
so frequently that the old adage, familiarity breeds 
contempt, is here exemplified in that the laity 
have come to look upon it as a very trifling pro- 
cedure. This attitude should be discouraged, for 
no operation is entirely devoid of danger and if 
unduly minimized the surgeon is more than likely 
to be held personally accountable for an unfortu- 
nate outcome that may be but one of the hazards 
of the operation and not prima facie evidence of 
negligence or lack of skill. There are certain com- 
plications for which both the operator and the pa- 
tient are more or less prepared, such as hemor- 
thage, for example; but to have so distressing a 
complication as lung abscess follow an apparently 
ordinary and otherwise successful tonsilectomy is 
a nerve-racking experience not soon to be forgot- 
ten. Any of the pulmonary complications incident 
to anesthesia are possible sequelz of tonsilectomy, 
but lung abscess is by far the most disastrous and 
the one most dreaded. 

The incidence of this complication to tonsilec- 
tomy was unknown till some ten years ago when 
the first cases: were reported by Richardson of 
Washington. This report was followed from 
time to time by other reports from various parts 
of the country, those of this year recording some 
two hundred cases. As a general anesthetic was 
employed in the cases first reported, many writers 
contended that this complication could be avoided 
by employing local anesthesia. This opinion, how- 
ever, is no longer tenable in view of the fact that 


_ *Discussion in Symposium before the Providence Med- 
ical Association November 6th, 1922. 


out of 202 cases reported in the Journal of the 
A, M. A. for April 29th of this year, 39 followed 
local anesthesia. From the statistics in this report 
it would seem as if lung abscess occurred in one 
out of every 2,500 to 3,000 tonsilectomies. 

There are three possible routes by which infec- 
tion may reach the lung; namely, by way of the 
lymph channels, the blood stream or by direct in- 
halation. The first mentioned route is not very 
probable, but it is theoretically possible for infec- 
tion to reach the lung by way of the blood stream. 
Following the removal of a tonsil, a vein as large 
as a goose quill is often seen extending the entire 
length of the posterior pillar and, if not seen, its 
presence is often made manifest by profuse and 
persistent bleeding. In order to control hemor- 
rhage it is often necessary to crush or ligate this 
or other bleeding points, a procedure that probably 
produces thrombosis in these vessels. Since a ton- 
silectomy wound is always septic, as shown by the 
slough that persists for about a week, such thrombi 
might easily become infected, dislodged and car- 
ried through the heart into the pulmonary circula- 
tion. However, the fact that the majority of ab- 
scesses occur in the lower lobe of the right lung 
would seem to indicate that the more usual route is 
by direct inhalation; a conclusion that naturally 
follows from the fact that the right bronchus con- 
tinues almost directly downward from the trachae, 
while the left bronchus branches off at right angles. 

It is unknown as to just what is the exciting 
cause of the infection. This role has been ascribed 
to blood, mucus, vomitus and detached pieces of 
tonsil or adenoid, all of which may, presumably, be 
inhaled at some time or other. The most probable 
source of infection, however, is the plugs of case- 
ous material that so frequently fill the crypts of 
chronically infected tonsils and which if present 
are always extruded during a tonsilectomy. This 
supposition is further borne out by some recent 
bacteriological studies that would seem to indicate 
that these caseous plugs are really masses of bac- 
teria closely allied to the spirochaetes and the fusi- 
form bacilli of Vincent’s angina, a disease charac- 
terized by an ulcero-gangrenous process of the 
soft structures of both mouth and pharynx. 


According to the various reports, the time be- 
tween the tonsilectomy and the onset of symptoms 
varies from twenty-four hours to three weeks, the 
average being about a week. In the two cases that 
it was my misfortune to have develop in the early 
days of my own practice, no localizing signs devel- 
oped during the first week, the symptoms and gen- 
eral course of the disease being almost identical in 
both instances. For the first week there was some 
prostration, but no more than often occurs. Prac- 
tically every tonsilectomy is followed by a rise of 
temperature ranging from 99° to 101°, but this 
usually subsides within two or three days. In these 
two cases, however, the temperature following the 
operation never once came back to normal, but 
ranged from 99° to 100°. This slight but persis- 
tent elevation of temperature is probably the ear- 
liest and the most reliable symptom of impending 
disaster. So much do I believe this to be the case, 
that I always feel a patient safe from this dread 
complication once the temperature has hit the nor- 
mal line, even though it refuse to remain there or 
the patient develop a cough or other symptoms 
suggestive of pulmonary complication. Thus far 
my confidence in this sign has been amply justified. 
By the end of a week both patients developed a 
hacking cough and from then on the prostration 
became more pronounced, the temperature steadily 
mounting, with the morning remissions of a typ- 
ical septic process. The pulmonary signs were at 
first indefinite but after two weeks were unmis- 
takable and readily confirmed by X-ray examina- 
tion, the abscess being localized in one case in the 
right lower lobe and in the right apex in the other. 
The expectoration, which was scanty at first, be- 
came more and more abundant. Both patients ap- 
peared very septic and for about two months 
raised large quantities of foul, purulent sputum. 
The symptoms then gradually improved, the ex- 
pectoration became less abundant, the temperature 
slowly subsided, the physical signs became less 
pronounced and after about three and a_ half 
months from the date of the operation both pa- 
tients had completely recovered. 

Judging from the reports, spontaneous recovery 
is not the rule, the majority of cases requiring 
some form of surgical intervention. I saw one 
other case following a tonsilectomy that had been 
performed by a colleague some three months pre- 
viously. The temperature, general malaise, cough 
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and foul sputum left no doubt as to the diagnosis, 
which was confirmed both by physical and X-ray 
examination. This patient was put to bed and 
completely recovered in about two weeks. A word 
of warning to those who have performed numer- 
ous tonsilectomies without the occurrence of a 
lung abscess. It is barely possible that this clean 
record be more apparent than real. for these cases 
are likely to drift into other hands, as did the case 
above cited. 

As this complication is probably more prevalent 
than the reported cases would indicate, how it 
may be prevented or its occurrence reduced to a 
minimum is a problem of the greatest importance; 
a problem, needless to say, to which I have given 
much anxious thought, soliciting the aid of anes- 
theists, internists and others in the endeqvor to ar- 
rive at an adequate solution. It is my\ personal 
opinion that the occurrence of this complication 
may be greatly reduced, if not entirely obviated, 
by an anesthesia so light that the laryngeal reflex 
remains active. The larynx might be termed the 
watch dog of the lungs and while it remains on 
guard no intruder can gain entrance without meet- 
ing with strenuous resistance. This is‘made man- 
ifest by a muscular contraction closing the glottis, 
followed by a cough that tends to expel the would- 
be invader. I also believe it bad practice to give 
an injection of morphine and atropine preliminary 
to tonsilectomy, as morphine tends to abolish the 
cough reflex, while atropine dries up the bronchial 
secretions that might otherwise flush out such in- 
haled material as may have eluded the larynx. 
These objections no longer hold after the opera- 
tion is completed and the patient put to bed ina 
position that allows secretions to gravitate from 
the mouth. So light an anesthesia adds to the dif- 
ficulty of the operation, for it is obviously harder 
to operate on a patient who is coughing and spit- 
ting than on one whose throat is perfectly quiet. 
However, this disadvantage is soon overcome by 
practice, the added assurance against pulmonary 
complications being well worth the additional ef- 
fort. 

Some form of suction apparatus for the con- 
tinuous removal of blood and secretions is un- 
doubtedly of prophylactic value ; it is not an abso- 
lute preventative, however, as this was used in one 
of my cases. The practice of pulling the tongue 
or jaw forward, especially with the patient in the 
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upright position, is to be condemned ; for this pro- 
cedure converts the hypo-pharynx into a funnel 
‘ whose spout consists of the larynx and trachae. 
The combined mouth gag and tongue depressor 
that fixes the tongue downward and forward prob- 
ably produces the same favorable condition for the 
entrance of septic material into the lower air pas- 


sages. 
At first glance it would seem that in lung ab- 


scess following local anesthesia, the infection must . 


be of embolic origin. Yet, this does not necessa- 
rily follow, for,as was pointed out by Moore in the 
report above mentioned, Chevalier Jackson has 
demonstrated that the entire larynx may be anes- 
thetized by painting the base of the tongue with 
an 8% solution of cocaine. Before injecting the 
tonsils with a local anesthetic, it is quite custom- 
ary to swab the pharynx and the base of the tongue 
with a cocaine solution in order to prevent retch- 
| ing and gagging. The laryngeal reflex will then 
be abolished quite as effectively as by a profound 
general narcosis, with about the same possibility 
of inhaling infected material. 

As to the relative safety of the various positions 
used in the performance of this operation, the up- 
right position is universally condemned by those 
who have never employed it. In Moore’s paper it 
is classed with the semi-recumbent. To my mind, 
these two positions have nothing whatever in com- 
mon; for in the former, when properly carried out, 
the patient is upright for only the brief time nec- 
essary to engage the tonsils and adenoids in the 
instruments employed for their removal and for 
the after inspection of the throat. At all other 
times the body is bent forward at the hips so that 
blood and secretions drain out of the mouth. Such 
is evidently not the case with the patient semi- 
recumbent. 

Except that blood and secretions may, perhaps, 
be removed more effectively by suction, both the 
supine and the lateral positions are, in my opinion, 
fully as dangerous if not more so than the upright. 
With a patient in the lateral position blood and se- 
cretions will of course drain into the lower cheek, 
to he easily removed by sponging, suction or mere- 
ly rotating the head. However, it is practically 
impossible to perform a tonsilectomy with the pa- 
tient actually sidewise. So far as I have observed 
the so-called lateral position as carried out in prac- 
tice, the patient, to all intents and purposes, lies 
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on his back with merely the head turned sidewise. 
As the mouth is higher than the pharynx, these 
cavities are not drained by gravity ; hence, this po- 
sition offers no apparent advantage over the su- 
pine, with the head facing upward. Leaving out 
of account both sponging and suction; in the up- 
right position blood and secretions either drain 
from the mouth or are swallowed, while in both 
the lateral and the supine positions they are mostly 
gargled. Though in the latter case infected mate- 
rial will not reach the lowermost bronchus by mere 
force of gravity, yet this apparent advantage is 
neutralized, in my opinion, by the unfavorable po- 
sition for coughing. 

What is the natural position for a person to as- 
sume when stricken with a fit of coughing? Cer- 
tainly not flat on the back, but upright with the 
body bent forward, for in this position the expul- 
sive effort is the most productive. Following lar- 
yngo-fissure for the removal of laryngeal tumors, 
it was customary to elevate the foot of the bed in 
the endeavor to protect the lungs from blood and 
mucus. The latest work on this subject advocates 
that, following operation, the patient be bolstered 
upright; the author’s experience being that the 
lungs will be better protected with the patient in 
the most favored position for coughing. In view 
of its many advantages, it would seem as though 
the upright position, if properly carried out and 
accompanied by an anesthesia that preserves the 
laryngeal reflex, should not be ruled out of court a 
priori. 

Theoretically, either the low Trendeldenberg or 
the Rose position in which the head hangs off the 
table are ideal for the performance of tonsilec- 
tomy, for in these positions the drainage is all away 
from the larynx. However, an experience suffi- 
cient to acquire the necessary technique, leads me 
to believe that the objections to these positions out- 
weigh their one advantage, great though it may be. 
It is self evident that with blood and secretions 
draining into the naso-pharynx, which is now the 
lowest point of the respiratory tract, some of this 
septic material is liable to reach the middle ear. 
Although a middle ear infection is usually a mat- 
ter of no serious consequence, yet inherent in 
every such infection is the possibility of intra- 
cranial complications, even more disastrous than 
those that occur in the lungs. For example, with 
lung abscess there is some chance of recovery, 
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with meningitis of otitic origin, practically none. 

Another serious and ever present objection to 
both the Rose and the Trendeldenberg positions is 
that of hemorrhage. With the head lower than 
the rest of the body, the initial hemorrhage is al- 
ways more profuse; furthermore, it is extremely 
difficult and sometimes impossible to locate the 
b'eeding points with the head in this position. If 
one is content to assume that the bleeding will stop 
of itself, well and good; but to rely on this: too 
strongly is to court disaster as serious as the one 
we attempt to avoid, either of which may be fatal. 
So far as results are concerned, it matters but lit- 
tle if the ticket for Chron’s ferry be labeled lung 
abscess or post-operative hemorrhage, though the 
latter be the easier—certainly the more expeditious 
mode of embarkation. 

While it is true that most post-operative hem- 
orrhages are unattended by serious consequences, 
providing they be dealt with promptly and effi- 
ciently, yet these occasions are none so joyous as 
to call for frequent encores. Even though life be 
not immediately endangered, the depletion may 
prolong the convalescence and render the patient 
more liable to infection. Lung abscess has been 
reported as a sequence of hemorrhage following 
tonsilectomy. 

Prevention is by far the best treatment of hem- 
orrhage. A preliminary coagulation and bleeding 
test will rule out the more serious cases, while an 
operative position that conceals no bleeding points, 
if they be but looked for, should eliminate practi- 
cally all primary hemorrhages. It is my experi- 
ence that in this respect the upright position is 
paralleled by no other. 

The removal of caseous plugs as soon as ex- 
truded is a prophylactic measure of the greatest 
importance. Squeezing the tonsil before beginning 
the enucleation will often remove some of these 
plugs, but I know of no method short of remov- 
ing the tonsil itself that will get rid of all. 

As to general measures, it seems self evident 
that tonsilectomy should not be performed if there 
be any active inflammation of either the upper or 
the lower respiratory tract. Notwithstanding the 
fact that an occasional writer advocates the re- 
moval of acutely inflamed tonsils or those with ab- 
scess involvement, it is the custom of most laryn- 
goloists to delay operation from one to two weeks 
after the disappearance of all signs of acute in- 
flammation. 
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It is also a good rule not to operate if there be 
even the slightest rise of temperature or if the pa- 


tient have a cough, unless it be clearly demon- : 


strated that this is of no significance. As regards 
lung abscess of embolic origin, a minimal amount 
of trauma by dissectors, sponges and the like 
would appear to be the best prophylactic. Wheth- 
er the anesthetic be local or general, the patient 
should be kept in bed till the temperature returns 
to normal. Though common to most hospitals, the 
practice of removing a patient’s tonsils and then 
leaving him almost entirely to his own devices, is 
not one to be commended. 

Very little need be said as to treatment, as this 
problem is necessarily passed on to the internist 
and the surgeon, to solve as best they may. Rich- 
ardson of Washington advocates the production of 
an artificial pneumo-thorax as soon as the diag- 


nosis of lung abscess has been definitely estab-_ 


lished. Treatment by suction applied through a 
bronchoscope at first gave some promise of suc- 
cess, but judging from later reports, this proce- 
dure, which appears so rational and so well cal- 
culated to give relief, has not lived up to its ex- 
pectations. This method of examination, however, 
has added to our knowledge of the pathology of 
this disease. In several cases the cavity was evac- 
uated and then filled with a bismuth mixture, the 
subsequent X-ray examination disclosing the fact 
that the involvement of lung tissue, as shown by 
physical and ordinary X-ray findings, is out of all 
proportion to the size of the abscess cavity. 
Should I ever again encounter this complication, 
as of course I may, there is a therapeutic measure 
that | would try, though I have never heard of its 
being advocated for this purpose. I refer to the 
intravenous injection of one of the arsenical com- 
pounds. It seems to be generally agreed that case- 
ous material from the tonsils is the chief etiological 
factor in the production of lung abscess following 
tonsilectomy. If this material consist of bacteria 
closely allied or identical with the organisms of 
Vincent’s angina, as recent investigations seem to 
indicate, we are then justified in the presumption 
that the lung infection begins as an ulcero-gan- 
grenous process, similar to Vincent’s angina, as 
commonly seen in both mouth and pharynx. It is 
a well known fact that this disease resolves very 
promptly following the use of salvarsan or one of 
the other arsenicals, especially when given intra- 
venously. It would therefore seem logical to ad- 
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minister the same drug to cases of lung abscess 
following tonsilectomy, providing the treatment be 
given while the disease is still in the ulcero-gan- 
grenous stage. After the occurrence of secondary 
infection and the development of a definite abscess 
cavity this or any other medication will probably 
be of little or no avail. 

To remove the need for an operation is, of 
course, the best preventative of its after complica- 
tions. This has been the aim of all true surgeons 
throughout the ages, and one not infrequently at- 
tained. For example, improved obstetrics has ren- 
dered all but obsolete certain plastic operations, 
while both radium and X-ray are gradually sup- 
planting surgery in the treatment of malignant tu- 
mors. The tonsil operation is no more sacro-sanct 
than any other, and any means under heaven that 
will really make its performance unnecessary will 
be gladly welcomed by the laryngologist. For who 
else has a better appreciation of its many discom- 
forts and attendant dangers? 

It has been widely heralded that both radium 
and the X-ray will prevent lung abscess following 
tonsilectomy by doing away with this operation 
altogether. If this be true, well and good, the lar- 
yngologist need fear no prospective loss of in- 
come; for if nurses and orderlies can be trusted to 
manipulate an X-ray machine, so can he or his of- 
fice assistant ; but first be it said, that methods dic- 
tated by years of experience are not lightly to be 
thrust aside; though we deplore their faults, yet 
we know them and are, to this extent, forewarned. 
I have found the X-ray, when in competent hands, 
to be a safe and certain means for removing the 
masses of lymphoid tissue so frequently found at 
the base of the tongue and believe it should be 
tried wherever tonsilectomy is contra-indicated be- 
cause of age, hemophilia, or some other general 
condition; yet neither radium or the X-ray will 
greatly reduce the occurrence of lung abscess, un- 
less they be applicable to practically all tonsil cases. 
As it takes at least four months to complete an 
adequate course of X-ray treatments, those cases 
requiring immediate relief must be treated by 
other means. The originators of the treatment 
claim that the X-ray renders a tonsil innocuous, not 
by sterilizing its contained bacteria, but by causing 
a complete regression of its lymphoid structures 
that both broadens and shortens the crypts. But if 
after the prescribed course of treatment there be 
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little if any regression and, so far as appearances 
go, the tonsil remain as before—this by the way, 
being my usual experience—how is one to know if 
the tonsil be innocuous or not? Consider then that 
large group of cases in which the tonsil is a prob- 
able source of focal infection. To my mind X-ray 
therapy seems most futile for this group, taken as 
a whole. 

It was once my custom to suggest X-ray as a 
possible preventative of future trouble where the 
tonsils were, perhaps, questionable but without his- 
tory, signs or symptoms sufficient to justify their 
removal. But after three patients developed ton- 
silitis—one case followed by quinsy—while under 
treatment, it seemed preferable to remove such 
tonsils or else let them alone. Though these oc- 
currences might be explained as mere coincidence, 
they were fairly convincing to me and decidedly so 
to the patients, especially the two—one of whom 
had quinsy—who thus had their first experience 
with tonsilitis. As the aim of X-ray therapy is the 
destruction of the lymphoid tissue of the tonsil, in 
the cases cited it seemed probable that the tissues 
thus damaged were rendered, temporarily at least, 
more susceptible to infection. 

There is no apparent advantage in sdulnitie 
one danger for another. The sequelz of tonsilitis 
are more numerous, more frequent and many of 
them as fully or more disastrous than those of 
tonsilectomy. Arthritis, endo- and peri-carditis, 
general sepsis, peri-tonsilar abscess followed by 
jugular thrombosis and pyemia, edema of the 
larynx, peritonitis, meningitis, pneumonia, empy-| 
ema and even lung abscess, these, singly or in com- 
bination, are all a possible sequence of an attack of 
tonsilitis. A therapeutic agent capable of precipi- 
tating such an attack, with all its grizzly possibil- 
ities, is certainly not an ideal substitute for present 
methods. It, therefore, seems self evident that 
X-ray therapy of the tonsil is not destined to 
greatly reduce the occurrence of lung abscess fol- 
lowing tonsilectomy by making the performance 
of this operation “a thing of the past.” It is but 
fair to state, however, that untoward symptoms 
have yet to develop in those cases in which the 
X-ray has been definitely indicated, for the reasons 
above cited, and that up to date the results in such 
cases have been highly satisfactory. 

Little need be said as to radium as a substitute 
for tonsilectomy, for the insufficient supply of this 
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element greatly limits its use in tonsil therapy. Its 
advocates claim a more certain and rapid regres- 
sion of the tonsil than that which occurs after 
X-ray. So far as its general applicability is con- 
cerned, it seems to my limited experience, that 
after the cocainization necessary for the inserta- 
tion of needles or the accurate placement of appli- 
cators, the tonsil might as well be removed and 
done with. The manipulations necessary for ra- 
dium therapy seem well calculated to express some 
caseous material from the tonsilar crypts; hence, 
when we recall the fact that cocainizing the base of 
the tongue also makes the larynx anesthetic, it 
seems self evident that this treatment is no pre- 
ventative of lung abscess, so far as inhalation is 
concerned. Though the insertation of emanation 
seeds require little or no cocainization, they are 
likely to slough out or to be otherwise extruded ; 
if inhaled, these seeds, small as they are, would be 
no better tolerated than any other foreign body. 

Suffice it to say that tonsilectomy is still an ever 
present necessity, for methods entailing their own 
peculiar dangers are not satisfactory substitutes. 
After all is said and done, disastrous results from 
tonsilectomy are far from common, though this 
but enhance the tragedy of those that do occur. 
For the present, at least, the pulmonary and other 
possible sequelz of tonsilectomy are not to be 
done away with by abolishing the operation itself, 
but, rather, by the elimination of unnecessary op- 
erating, by a reasonable attention to both local and 
general conditions and by a technical skill com- 
mensurate with the difficulties and possible dan- 
gers. 


THE QUESTION OF CHRONIC EMPYEMA 
AND ITS TREATMENT.* 
By Dr. Frepvertck V. Hussey. 
ProvipENcE, R. I. 

Probably no type of case is more unwelcome on 
the general surgical service of any hospital than 
the type of chronic empyema and probably no type 
of case tries more the patience of the average sur- 
geon than does this one because of the usually un- 
satisfactory results following operation which in 
general has been obtained. In the past this has 
largely been due to the fact that the underlying 
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causes of chronic empyema have not been under- 
stood, and as a consequence, appropriate measures 
have not been instituted and carried out. Due to 
the rather intensive study and investigation of 
acute empyema during the late war, the treatment 
of that condition has been very much improved 
and practically standardized, and as a result the 
incidence of chronic empyema has been very much 
lessened. The treatment of chronic empyema 
should begin with the treatment of the acute form, 
as the chronic type is always the result of im- 
proper or inefficient treatment of the acute type, 
plus certain factors which lead to chronicity. With 
proper care from the very beginning of the onset 
of the empyema, practically all cases should be 
cured before they have become chronic, and in 
those cases which are not, the cavity is not obliter- 
ated before changes have taken place which pre- 
vent healing. 

As one surgeon has said, “The term of chronic 
empyema is indefinite.” The best definition is 
based on tissue changes. It consists of an un- 
drained abscess or an undrained and suppurating 
abscess cavity situated within the pleural cavity 
and surrounded by a relatively avascular wall, 
composed chiefly of fibrous tissue elements. When 
this condition has once taken place, the disease has 
progressed from an acute to a chronic stage and 
the treatment must change accordingly. 

There are certain factors which predispose to 
chronic emypema. 

(1) Poor general condition with lowered resis- 
tance on the part of the patient. 

(2) Infection with certain types of organism 
which predispose to chronic inflammatory proc- 
esses; and 

(3) Improper care during the acute stage of the 
empyema. 

In my opinion, this last factor is the most im- 
portant, as it is the most frequent cause of chron- 
icity. It is not the purpose of this paper to go into 
the question of the proper treatment of acute em- 
pyema, hence we will not touch upon that question, 
but it does seem imperative that any man who un- 
dertakes the treatment of the acute type should be 
familiar with the methods most approved of, and 
in consequence be able to reduce as much as pos- 
sible the development of chronicity. 

The immediate causes of chronicity are: 

(1) Infection with certain types of organisms, 
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such as streptococaus haemolyticus, which are pro- 
ductive of chronic inflammatory changes and 
which are resistant to treatment from the begin- 
ning. One hundred per cent in influenzal empy- 
ema. 

(2) Improper drainage originally. This may 
be due to the fact that the drainage was not insti- 
tuted at the lowest point of the cavity, and a de- 
pendent pocket results which does not drain prop- 
erly, or there may be a long narrow sinus which 
leads from the abscess cavity to the outside of the 
chest wall and which causes backing up due to an 
insufficient outlet; or there may be a secondary: 
cavity or cavities communicating by small open- 
ings with the main cavity and which, as a conse- 
quence, do not drain properly. Found in 75%. 

(3) There may be a bronchial fistula or fistule 
communicating with the empyema cavity which is 
a constant source of infection and prevents heal- 
ing. Found in 60.8%. 

(4) Foreign bodies which may be confined 
within the cavity or sinus, such as a drainage tube 
which has slipped into the cavity, missiles, seques- 
trated fragments of ribs which have dropped back 
into the cavity, et cetera. Found in 15%. 

(5) Osteomyetitis of the ribs due to the orig- 
inal infection or pressure of the original drainage 
tube and secondary infection. Ninety per cent. 

(6) And residual faci found in the walls of the 
cavity which resist all attempts at sterilization. 

TREATMENT. 

The treatment of these cases of chronic empy- 
ema consists of preoperative, operative and post- 
operative measures. It should be borne in mind 
that these cases have been of months and often 
years duration and consequently have a very much 
lowered resistance which causes them at the best to 
be poor surgical risks for much operative interfer- 
ence at any one time. As a consequence, often 
times considerable care must be exercised to build 
up as much as possible their general condition. On 
their admission they should be placed on a diet of 
high caloric value and proper hygienic measures 
should be instituted for a greater or shorter length 
of time. During this period the nature of the case 
should be studied to determine as closely as pos- 
sible the underlying conditions which are produc- 
ing the chronicity. A careful history should be 
obtained and cultures of the cavity should be made 
to determine the type of the infecting organism, 
the sputum should be examined for tubercle ba- 
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cilli; the chest should be examined for physical 
signs of the same, a Wasserman test should be 
made to determine the presence or absence of 
syphilis. A routine urinalysis and blood examina- 
tion should be made and the patient should be 
typed because of the possible need of transfusion 
before or after the operation. The size, location, 
shape and capacity of the cavity should be deter- 
mined, also the nature of the sinus, whether long 
or short, narrow or tortuous. The capacity may 
be determined in the absence of other than small 
bronchial fistule by finding the amount of fluid 
necessary to fill it, the location, size and shape of 
the cavity and the nature of the sinus leading into 
it may be determined by injecting the cavity and 
sinus with a bismuth or barium emulsion and 
X-raying them. Following this, if no large 
bronchial fistule are present a preliminary steril- 
ization by the Carrel-Dakin method should be at- 
tempted to clean up as much as possible what in- 
fection may be present. It is unfortunate that 
there are not more internes trained in and familiar 
with this technique, as I believe it should be a very 
valuable part of the preoperative and postoperative 
treatment. 

When the favorable time for active operative 
measures has come, the question comes up, What 
shall be done? 

I do not believe that any one type of operation is 
applicable to all cases, but that several different 
operative procedures may be necessary in the same 
case. It must be remembered that practically all 
of these cases are poor surgical risks to start with 
because of the length of standing and the conse- 
quent lowering of vitality. Only so much operative 
work should be carried out at any one time as the 
patient’s strength will safely permit. The opera- 
tion must be stopped at any time when the patient’s 
condition becomes such as to make further work a 
serious matter, and taken up again when his condi- 
tion warrants it. In this way it maybe necessary 
to operate several times before the ultimate object 
has been attained. What is the end to be accom- 
plished by any type or types of operation? The 
first desideratum to be sought for is sterilization, if 
possible, of the abscess cavity. After that has been 
accomplished the abscess cavity must be obliterated 
either by, (1) Expansion of the lung; (2) Retrac- 
tion of the chest wall; (3) or by a combination of 
both procedures together with proliferation of scar 
tissue. 


) 
t 
a 
, 
h 
t 
n 
ic 
is 
ig 
ty 
ll, 
n 
aS 
id 
to 
iS- 
he 
m- 
yn- 
1to 
m- 
on, 
1n- 
be 
ind 
OS- 
ms, 


8 THE RHODE ISLAND MEDICAL JOURNAL 


The choice of surgical treatment in all cases of 
chronic empyema has been between simple drain- 
age and some type of operation designed to expand 
the lung, collapse the chest wall, or both. The or- 
der of operative procedure should be, (1) Ster- 
ilize the abscess cavity ; (2) Expand the lung; (3) 
Collapse the chest wall. 

1. In order to sterilize the abscess cavity, it 
should be thoroughly exposed by dissecting up a 
flap of the soft parts of the chest wall and resect- 
ing a portion of as many ribs as is necessary to lay 
open the cavity in its entire extent. A search 
should be made for accessory cavities which may 
not have been discovered by X-ray examination 
because they may communicate with the main cav- 
ity by such small sinuses that they could not be- 
come filled with the barium or bismuth mixture. If 
any accessory cavities are discovered, they in turn 
should be exposed in their entirety by a further 
dissection of the flap of soft tissues and removal 
of as much of the bony structure of the chest wall 
as may be necessary. During this procedure a 
bronchial fistula, if it exists, will be discovered 
opening into the main cavity or an accessory cav- 
ity, and if such a fistula is found, it will have to be 
dealt with in such a manner as to promote closure. 
Most fistulous openings, if small in size, when effi- 
cient exposure and drainage has been established, 
will heal spontaneously. Larger fistule will re- 
quire cauterization, excision of the cicatricial tissue 
about the opening and inversion of the edges be- 
fore a healing will result. Occasionally freeing up 
a muscle flap and fixing it in the cavity over the 
fistulous opening will result in healing. There is 
no absolute method of closure, and closure and 
healing itself is not without some risk, as occasion- 
ally it is followed by the formation of lung and 
brain abscesses, which complication occurred in a 
case operated on by the writer at the Rhode Island 
Hospital this fall, and which has been reported by 
other operators as occasionally occurring. Of 
course during the procedure of exposing the cav- 
ity, all foreign bodies may be removed and also 
any osteomyelitic ribs. The abscess cavity or cav- 
ities should be left exposed, Carrell tubes should 
be inserted properly and the wound Dakinized un- 
til sterile cultures are obtained. In all cases where 
the empyema has become chronic because of faulty 
drainage through dependent pockets, accessory 
cavities, foreign bodies and at times, bronchial fis- 
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tulce, such measures alone are sufficient to promote 
healing. In those cases, after the abscess cavity 
has become sterilized, closure of the cavity may be 
accomplished later by a secondary suture of the 
skin and muscle flaps. 

2. In cases where there is a large cavity, due to 
collapse and fixation of the lung, an attempt should 
be made to bring about an expansion of the lung to 
completely or partially obliterate the cavity. This 
may be done in one or two ways; (1) by decorti- 
cation of the lung, (2) or by dissission according 
to the method of Ransohof. 

Decortication of the lung may be attempted and 
in some cases will be successful, but it is impos- 
sible in many instances because the long standing 
inflammation has produced a_ prolongation of 
fibrous tissue from the parietal pleura into the 
lung and the separation of the pleura from the sur- 
face of the lung will cause profuse bleeding and 
tearing away of the lung tissue. In such cases the 
dissission method of Ransohof may be carried out 
in which parallel incisions are made through the 
pleural covering down to lung tissue with cross 
incisions in an attempt to free the lung and permit 
expansion. 

3. If such measures are not sufficient to: bring 
about healing, then the chest wall must be col- 
lapsed in a still further attempt to obliterate the 
cavity within the thorax. Thoracoplastic opera- 
tions for collapse of the chest wall are serious in 
that they are shocking operations in patients who 
are naturally in a state of lowered resistance. They 
should not be undertaken until the case has been 
under complete observation and has ceased to 
progress. These operations consist of removal of 
the bony structure of the chest wall in an attempt 
to produce collapse of the wall sufficient to obliter- 
ate the remaining cavity. If this cannot be accom- 
plished, entirely another procedure of forming a 
muscle flap and turning it into the remaining cav- 
ity with fixation there may be sufficient finally to 
obliterate the cavity and to result in complete heal- 
ing. Of course the above result may have to be 
accomplished by many attempts, as no operation in 
these weakened patients should be carried to the 
danger point. 

The postoperative treatment in all of these cases 
should include proper Dakinization of the cavity 
and wound, to bring about sterilization, after 

( Continued on page 13 ) 
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EDITORIALS 


MEDICAL SOCIETY DUES. 

That the question of the size of dues in the 
medical societies is one of considerable interest is 
evidenced by the fact that this is one of the ques- 
tions to which the Conference of Secretaries of 
State Medical Societies addressed itself at a meet- 
ing held in Chicago in November. It is of particu- 
lar interest to us in Rhode Island, as the annual 
dues for membership in Rhode Island Medical So- 
ciety are admittedly larger than in a number of 
other State societies. A careful analysis of the 


distribution of the ten dollars tax will, however, 
convince most of us that it is not beyond the needs 
of the organization. Annually, out of this sum, 
each Fellow is furnished a buffet lunch at the De- 
cember and March meetings, which at a conserva- 
tive estimate costs seventy-five cents each, a din- 
ner at a cost of two dollars and a half per plate is 
furnished gratis every member whose dues for the 
current year are paid at the time of the Annual 
Meeting in June, and a monthly copy of the 
Ruope Istanp MepricaL’ JourRNAL, which con- 
tains the transactions of the State Society and all 
the available papers read before medical gather- 
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ings in the State. This amounts to five dollars, 
leaving the balance to be applied to the ordinary 
running expenses of the Society and the mainte- 
nance of one of the finest State medical library 
buildings in the country. Moreover, even a cur- 
sory perusal of the budget and the expenditures of 
the funds of the Society will demonstrate that the 
officers of the Society have striven earnestly and 
faithfully to administer the funds of the Society to 
the best interests of the members. 

In this connection we make bold to state the be- 
lief that the failure of members to join the Rhode 
Island Medical Society is due less to objection to 
the amount of the annual tax, than to failure of 
the proper officers to seek their affiliation. This 
difficulty can be overcome by cordial co-operation 
between the District and State Societies. 


STATE INSTITUTIONS. 

Last winter a commendable effort was made by 
representative men and women in the State of 
Rhode Island to increase the efficiency of the va- 
rious State Institutions. Much publicity was giv- 
en to the matter of how the institutions were con- 
ducted, the relations one to each other and to the 
public at large. Enough interest was aroused so 
that a bill passed the General Assembly to the ef- 
fect that a director of all the State Institutions be 
selected and paid a salary sufficient to secure a 
first class man for the task. Certain conditions 
were specified as to the qualifications of such a di- 
rector. After the legislation was passed, this com- 
mittee of citizens who were responsible for its 
passage, endeavored to get in touch with the Penal 
and Charitable Commission as to the type of man 
they thought would fill the position satisfactorily. 
This was not altogether successful because of the 
feeling aroused among the members of the Com- 
mission. They resented all the publicity given to 
the work of the State Institutions, were opposed to 
the law as passed and the recommendations which 
the citizens’ committee had to offer. They ignored 
the intent of the law and the public sentiment 
which was evidently behind its enactment, and 
chose a man for the office who, while a respected 
citizen, has few qualifications for the position. By 
their action they challenged the people who were 
endeavoring to improve the conditions at the State 
Institutions and who had carried their program 
through after the fashion of gentlemen, so far as 
the public has any information. 
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The Penal and Charitable Commission has not 
been accused of dishonesty but has been criticized 
for not properly equipping and correlating the 
work of various State Institutions. The Commis- 
sion is made up of persons who have had little or 
no experience in institutional management. Nei- 
ther do they devote the necessary time, nor should 
they be expected to devote the time to details of 
administration even though they are qualified. The 
duties of all such boards should be. confined to 
matters of policy and expenditure of money, 
guided by the advice of a director who does know 
his business. The board should hire him, leave 
him to work out his plans of administration, and 
he should be retained only so long as he makes 
good. It is not expected that such a director would 
interfere in the management of each institution. It 
so happens that there are two or three physicians 
in charge of some of these institutions who are 
high grade men, and as able as any in the country, 
hut these men are given little opportunity to get 
things done, because they are overruled by the 
powers higher up, who are not qualified in any 
way to pass upon these suggestions. How can the 
State expect to get competent hospital superin- 
tendents when they must serve under such hu- 
miliating circumstances? But a good director 
would spend all his time meeting with the heads 
of the various institutions, receiving their sugges- 
tions, and bringing harmony and co-operation 
among all the institutions. 

There are many new policies which should be 
introduced and a director should study constantly 
the work of institutions in other parts of the coun- 
try and advise the introduction of those measures 
which would improve conditions in the institutions 
in this State. 

The public expects that only those persons 
should be sent to State Institutions who cannot be 
cared for at home. It expects that while they are 
inmates, they should be treated kindly and given 
good care. It expects the State Hospitals to bring 
back to health all those who possibly can be bene- 
fited by the best known methods of treatment 
and returned to their homes, to be no longer a bur- 
den upon the community. It is one of the serious 
shortcomings of all State institutions that persons 
committed to their care are studied briefly, as- 
signed to a bed and not given much attention after- 
wards. The fault does not so often lie with the 
superintendents. They are overwhelmed with the 
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work demanded of them and are not given enough 
assistants to do it well. After a time they become 
discouraged, careless and indifferent. The State 
Institutions should not be looked upon as a board- 
ing house but a corrective agent, healing mind and 
body sufficiently to put back into the community 
as many of those committed to their care as pos- 
sible, and in the least possible time. To these tasks 
should be added the duties of supervising in the 
community those who have been returned to their 
homes on probation, until such time as these per- 
sons are found capable of living a normal exist- 
ence. 

Physicians understand all these problems as few 
others do. Ought we not to ask of the medical 
profession a public statement upon this matter, 
after it has been given consideration by a good 
committee ? 


INSURANCE. 

In these days when the insurance companies are 
offering the greatest varieties of protection to in- 
dividuals or organizations, it is well for the physi- 
cian to think seriously of his own protection and 
the protection of his family. 

Some companies insure the fingers of a famous 
violinist or the feet of Charlie Chaplin. Others 
will protect a baseball club if the home-run king is 
indisposed or in a world series will insure the club 
from loss due to the elements. Automobiles and 
their owners may be protected from fire, theft or 
accident to themselves or to others. 

The physician should be cognizant of the value 
and the necessity of protecting himself and his 
family. Every physician, as an examiner, has had 
occasion to reject some man because he neglected 
to consider insurance until the strain of modern 
life had forced his blood pressure above normal 
limits, had brought albumin or sugar in his urine, 
or had developed in his heart either a murmur or 
an irregularity. 

With these cases constantly recurring, the phy- 
sician should be foresighted, especially when he 
realizes that his income is entirely dependent on 
his own efforts. Too often, however, is the story 
told of this physician who develops some acute 
condition that carries him off, leaving his widow 
with but little resources outside of the bills, which, 
if he lived, would have been paid, but which, after 
his death, are forgotten or disputed by the one- 
time grateful patients. 
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VACATION. 

The late Dr. Thompson of Indiana, a wise and 
witty old timer; to a younger colleague who had 
complained that attendance on the meetings of the 
A. M. A. made him unhappy because of the many 
topics discussed of which he was ignorant, once 
said, “Don’t mind, Son, you probably know some 
things that they don’t.” “Yes,” replied the un- 
happy one, “but they don’t know that I know 
things that they don’t know while I know that they 
know things that I don’t know.” 

There are two things that the average medical 
man engrossed in his busy life and harassed by his 
multiplying cares does not know, or if they do 
they give no indication of it. The first is the value 
of a vacation and the second the inspiration and 
incentive one gains by the attendance on scientific 
meetings and close contact with men who are to- 
day making medical history. 

There are many men in Rhode Island who are 
capable, efficient and brilliant and they know it, 
but because their light is shed over a restricted 
territory and their influence correspondingly less- 
ened, the world at large does not know it. 

At some future time it may be well to discuss 
this second phase but at present the subject of a 
vacation is uppermost. There are in this great 
country of ours certain things that every one 
should see before one passes on. You may be glad 
that you are American and not a Russian, French- 
man or Italian, but you will never know how glad 
till you have seen the glories of your own country. 

Rave of the grandeur of mountains, of snow- 
capped peaks, and beautiful lakes of Switzerland, 
then see the Rockies, the Grand Canyon, the Gar- 
den of the Gods and Pike’s Peak and stop raving. 
If you want volcanoes, go see Vesuvius, then see 
the wonders of the Yellowstone and its hundred 
manifestations of intra terrestrial energy, and Ve- 
suvius sinks into insignificance. See the Riviera, 
then California; indeed, see the world and then 
our own country and be satisfied. We have every- 
thing in nature that they have and to spare, and 
we know it if they do not. Moreover, we have 
stable government, we have luxurious modes of 
travel, good hotels, proper food, freedom from 
custom regulations, absence of the thousand and 
one inconveniences attendant upon foreign travel, 
and granted that one needs a vacation, it follows 
that under existing circumstances at the present 
time it should be taken in our own country. 
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The Ruopve IsLanp Mepicat JourNAL offers to 
the profession an opportunity to gain profit by at- 
tendance on the next meeting of the A. M. A. in 
San Francisco and enjoyment of vacation and 
travel at a minimum of expense and discomfort. 
If seven doctors in the Society will take their 
wives or a party of fourteen can be counted on to 
take the trip, and this is the minimum necessary 
for the reduced fares. Dr. F. T. Rogers has con- 
sented to take charge of the party, make all nec- 
essary arrangements for the passage, for Pullman 
accommodations, meals en route, hotel reserva- 
tions, excursions, and to give such a party all the 
conveniences of a personally conducted tour at a 
less price than the cost of an individual trip. 


Through the Church Ticket Agency, the follow- 
ing itinerary has been prepared. The necessary 
factors are: 

1. A party of fourteen. 

2. A deposit of 25% of the cost, before April 
15th. In case of unavoidable circumstances pre- 
venting the journey after this date, the vacancy 
may be filled by agreeable people, otherwise the 
amount is forfeited. This is necessary because of 
the early reservations made and expenses incurred 
in preparation. 

3. Payment of the full amount before May 
15th. When this is done your troubles cease. The 
cost will be $525 per person. 

Is this itinerary worth it? 

Sunday, June 17—Leave Providence on 7:50 
A. M. train to Worcester, connecting with Pull- 
man leaving at 11:15 A. M. over the New York 
Central lines. Luncheon and evening dinner in 
diner. 

Monday, June 18—Breakfast and luncheon in 
diner. Arrive Chicago at 1:00 P. M. Afternoon 
for sightseeing. Headquarters at Hotel Sherman, 
where evening dinner will be provided. Leave 
Chicago at 8:00 P. M. over the Santa Fe route. 

Tuesday, June 19—Wednesday, June 20—En 
route. All meals in diner. 

Thursday, June 21—Arrive Grand Canyon at 
8:20 A. M. All day for sightseeing. Breakfast, 
luncheon and evening dinner provided at El To- 
var Hotel. Leave at 7:25 P. M. 


Friday, June 22—Breakfast in diner. Arrive 


Riverside at 1:00 P. M. Luncheon at Glenwood 


Mission Inn. Leave Riverside at 4:25 P. M., ar- 
riving Los Angeles at 6:15 P. M. Rooms and 
meals provided at the Alexandria Hotel. 

Saturday, June 23—In Los Angeles. Auto ride 
to Hollywood and the Beaches. 

Sunday, June 24—In Los Angeles. Auto ride 
to Pasadena. 

Monday, June 25—Leave Los Angeles in Pull- 
man on 8:00 A. M. train. Luncheon and evening 
dinner in diner. Arrive San Francisco 10:30 
P. M. Room and all meals provided at the Cecil 
Hotel. 

Tuesday, Wednesday, Thursday and Friday— 
In San Francisco. 

Friday, June 29—Leave San Francisco in Pull- 
man at 6:00 P. M. 

Saturday, June 30—En route. All meals in 
diner. 

Sunday, July 1—Arrive West Yellowstone at 
7:30 A. M. After breakfast take autos for the 
Tour of the Yellowstone National Park. Arrive 
Old Faithful Inn at noon. Room and meals pro- 
vided for a stay of twenty-four hours. 

Monday, July 2—Leave Old Faithful Inn at 
2:00 P. M. and arrive Yellowstone Lake at 5:00 
P. M. Room and meals provided at the Lake 
Hotel. 

Tuesday, July 3—Leave Yellowstone Lake at 
10:00 A. M., arriving at the Grand Canyon of the 
Yellowstone at noon. Room and meals provided 
at the Canyon Hotel for a stay of twenty-four 
hours. 

Wednesday, July 4—Leave Canyon Hotel at 
1:15 P. M., via Dunraven Pass and Tower Falls, 
arriving Mammoth Hot Springs at 5:00 P. M. 
Room and meals provided at Mammoth Hotel. 

-Thursday, July 5—Leave Mammoth Hotel at 
1:30 P. M., via Norris Geyser Basin and Gibbon 
Canyon, arriving West Yellowstone at 5:00 P. M. 
After supper at restaurant leave in Pullman at 
7:30 P. M. 

Friday, July 6—Arrive Salt Lake City at 7:00 
A.M. Headquarters at Hotel Utah, where break- 
fast and luncheon will be provided. Leave Salt 
Lake City at 4:45 P. M. over the picturesque Den- 
ver & Rio Grande R. R. Evening dinner in diner. 

Saturday, July 7—En route through the mout- 
tains of Colorado. All meals in diner. Pass 
through the Grand Canyon of the Arkansas and 
the Royal Gorge early in the afternoon. Arrive 
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Colorado Springs at 5:30 P. M. Rooms and all 
meals provided at the Antlers Hotel. 

Sunday, July 8—At Colorado Springs. Auto 
trip included to Garden of the Gods, Williams’ 
Canyon, Manitou Springs, Cheyenne Canyon, 
Broadmoor, etc. In the afternoon trip included 
by auto to the summit of Pike’s Peak. 

; Monday, July 9—Leave Colorado Springs at 
7:25 A. M., arriving Denver at 10:00 A. M. 
Headquarters at Brown Palace Hotel, where 
luncheon and evening dinner are provided. Leave 
Denver at 10:00 P. M. 

Tuesday, July 10—En route. 
diner. 

Wednesday, July 11—Arrive Chicago at 7:30 
A. M. Breakfast provided. Leave at 9:00 A. M. 
Luncheon and evening dinner in diner. { 

Thursday, July 12—Breakfast and luncheon in 
diner, arrive Providence at 1:48 P. M. 


All meals in 


All hotel reservations, where possible, will in-— 


clude room with private bath. 

Information regarding the trip may be obtained 
of Dr. Rogers, Dr. J. W. Leech or of the Church 
Ticket Agency; and the February issue of the 
JourNAL will contain a fuller description of the 
places of interest to be visited. If the required 
number will sign up. before April 15, the deal is 
complete, if not it is cancelled. 


(Concluded from page 8 ) 


which there will be no difficulty in securing perma- 
nent healing. Proper Dakinization, I believe, 
hastens and makes more secure the result, but the 
lack of it does not necessarily negative the result 
desired. Most of these cases in the absence of it 
will go on to final closure. Postoperative treat- 
ment should also include proper dietary and hy- 
gienic measures and anti-tubercular and anti-lentic 
treatment for those cases presenting those consti- 
tutional conditions. Above all, I believe cases 
of chronic empyema should be kept in the hos- 
pital under constant observation and control and 
should never be turned adrift until their condition 
is satisfactory. In this way only can we obtain the 
results that we desire. 


CASE REPORT — SOCIETIES 


CASE REPORT 


DERMATITIS MEDICAMENTOSA 
(MERCURY). 
Harmon P. B. Jorpan, M.D. 


City Hospitar. 


M. W.—Male, age 21 years, laborer, admitted 
November 10, 1922, for pustular eruption, of two 
days’ duration. Temperature 101, pulse 124, res- 
piration 28, markedly prostrated. Pustular erup- 
tion covering the bedy excepting the face, back and 
posterior aspect of lower extremities and feet. The 
chest, arms, legs and abdomen being entirely cov- 
ered with a confluent pustular eruption, the erup- 
tion on the penis, scrotum, groins and axille be- 
ing of the bullous type. The patient gave the fol- 
lowing history: On Monday, November 7th, found 
himself afflicted with pediculosis pubis. A friend 
(?) advised him to try blue ointment, which he did 
on evening of November 8th. He applied it free- 
ly to chest, abdomen, groin axilla and penis, and 
less freely to lower extremities, rubbing briskly 
for a few minutes. During the night had a burn- 
ing sensation over whole body with increase in 
itching. On arising in morning noticed an erup- 
tion on body which was sore to touch. This got 
steadily worse, becoming unbearable by the 10th, 
when he called in his family physician. On the 
11th patient was extremely prostrated and placed 
on dangerous list. Remained in this condition for 
eight days, temperature from 97 to 104, septic 
character. Improvement began about the 10th day 
in hospital. Recovery was aceompanied by pro- 
fuse desquamation confined to the areas of inflam- 
mation. Discharged well on the twenty-sixth day. 
The patient at no time showed any of the ordinary 
symptoms of mercurial poisoning.’ 


SOCIETIES 


PROVIDENCE MEDICAL ASSOCIATION. 


The monthly meeting was held Monday, Decem- 
ber 4, 1922, at the Rhode Island Medical Society 
Library, Francis Street, at 8:45 P. M. 

Program: “The Providence Mosquito,” Prof. 
F. P. Gorham; “The Schick Test and Toxin Anti- 
Toxin Immunization for Diphtheria,” Dr. H. J. 
Connor; Travel Talk, Dr. J. F. Hawkins. 
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In accordance with Article 1, Section 6, of the 
By-Laws, the Standing Committee presented the 
following nominations for officers and committees 
for the year 1923: For President—William B. 
Cutts, M.D.; for Vice-President—George W. 
VanBenschoten, M.D.; for Secretary—Peter 
Pineo Chase, M.D.; for Treasurer—Charles T. 
Deacon, M.D. 

For member of the Standing Committee for five 
years—N. Darrell Harvey, M.D. 

For Trustee of the Rhode Island Medical Li- 
brary for one year—P. Williams, M.D. 

For Reading Room Committee: George S. Mat- 
thews, M.D., Elihu Wing, M.D., Herman C. Pitts, 
M.D. 

For Delegates to the House of Delegates of 
Rhode Island Medical Society: C. A. McDonald, 
M.D., J. P. Cooney, M.D., G. A. Matteson, M.D., 
J. E. Donley, M.D., J. B. Ferguson, M.D., Her- 


bert E. Harris, M.D., Bertram H. Buxton, M.D., 


Peter P. Chase, M.D., Ira H. Noyes, M.D., Pres- 
cott H. Hill, M.D., Wm. P. Buffum, Jr., M.D., 
Geo. R. Barden, M.D., H. G. Partridge, M.D., 
Arthur H. Ruggles, M. D., Alex. M. Burgess, 
M.D., F. V. Hussey, M.D. 

Councillor for two years—Arthur Hollingworth, 
M.D. 

The Standing Committee have approved the fol- 
lowing applications for membership: Dr. Florence 
M. Ross, Dr. William A. Horan. 


Special collation followed. 
Peter Prneo Cuase, M.D., Sec. 


Ruope IsLAnp Mepicat Socrety. 

The 11th Annual Meeting of the Rhode Island 
Medical Society was held at the Medical Library 
June 1, 1922, at 4 P. M., the President, Dr. George 
S. Mathews, presiding. 

The minutes of the Annual Meeting of the 
House of Delegates and of the Council, and the 
minutes of the March meeting were read by the 
Secretary and accepted. 

The Trustees of the Caleb Fiske Fund, through 
its Secretary, Dr. Halsey DeWolf, submitted the 
annual report as follows: “At the Annual Meet- 
ing held May 26, 1922, the Trustees voted to 
award no prize for the essays submitted in com- 
petition upon the subject “Radium Therapy.” A 
prize of $250 for the best essay upon the subject 
“Has Surgery Lessened the Mortality of Cancer?” 


2. Amt. in Prov. Institute for Savings 
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is offered for 1922-23. The Trustees voted to 
give their annual remuneration to the Library 
Committee, to be expended in the binding of books 
or periodicals or in the purchase of new books, 
Financial report as follows: 
1. Interest in R. I. H. Trust Co. Part. 

Acct. No. 25312, being the principal 

sum deposited under Decreein Equity 

3219 of the Supreme Court........ $10,386.72 
Participation Acct. No. 17841, being the 

Premium Fund Acct. ............ 


Of this total amount there is at the disposal of 
the Trustees $1,088.11. Accepted and voted to be 
placed on file. 

The President appointed Dr. Harry L. Barnes 
representative of the R. I. Medical Society at the 


New England Conference on Tuberculosis, to be fe 
held at Poland Springs, September 28-30, inclu- 
sive. 

The following program was presented: 1. B 
“Rickets and Tetany in Infants,” Dr. W. P. Buf- 8 
fum, Jr., Providence; 2. “Some Aspects of the 
Treatment of Diabetes,” Dr. Alex M. Burgess, in 
Providence ; 3. “Hay Fever,” Dr. Harry S. Bern- $0 
ton, Washington, D. C.; 4. “Bodily Mechanics in 80 
Relation to Chronic Disease,” Dr. Lloyd T. So 
Brown, Boston. The President then presented his jot 
annual address. 

The President-elect, Dr. Frank E. Peckham, 
Providence, was then inducted into office and after 
a few remarks declared the meeting adjourned, to ’ 
reassemble in the evening at the Turk’s Head Club = 
for the Annual Dinner, at which Dr. Jesse E. Pre 
Mowry acted as anniversary chairman and ad- 5 
dresses were made by Alonzo R. Williams, Provi- the 
dence, and Rev. Horace Hartley Hayes, Provi- dro 


dence. Adjourned. 
J. W. Leecu, M.D., Secretary. 

The regular quarterly meeting of the Rhode 
Island Medical Society was held at the Woor- 
socket -Hospital, Woonsocket, R. I., the Society 
being the guest of the Woonsocket District Med- 
ical Society. . 

The morning was devoted to clinics and demot- 
strations by the members of the staff of the Woor- 
socket Hospital, covering a wide range of sul 
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jects, including operations of tonsilectomy, cata- 
ract, discission, appendectomy, hysterectomy, re- 
pair of hernia and fractures. 

At 1 P. M. luncheon was served in the nurses’ 
dining room, after which the Society gathered in 
the Hospital grove for the literary program at 
2:40 P. M., Dr. Peckham, the President, in the 
chair. 

Announcement of the deaths of the following 
Fellows was made by the Chair: Frank E. Jenckes, 
E. P. Stimson, J. H. Miller, Geo. H. Simpson. 

The reading of the minutes of the preceding 
meeting was omitted by unanimous vote. 

Dr. Peckham then invited Second Vice-Presi- 
dent Dr. Wm. E. Barry, Woonsocket, to the chair 
and turned the meeting over to Dr. Barry as chair- 
man. 

The first paper, on “Observations on Cancer of 
the Uterus,” was read by Dr. Lincoln Davis, Bos- 
ton, and was discussed by Drs. Keefe, Jones, 
Gerber, Barnes and Hardman. 

The second paper, “Reminiscences of a Woon- 
socket Surgeon for 36 Years,” by Dr. John J. 
Baxter, was a inser and interesting picture of 
a long career. 

On motion of Dr. Hawes, duly seconded, a ris- 
ing vote of thanks was extended to the Woon- 
socket District Medical Society and the Woon- 
socket Hospital for the opportunity afforded this 
Society to hold its meeting as their guest. Ad- 
journed. 

J. W. Leecu, M.D., Secretary. 


House oF DELEGATES. 


The meeting was called to order at 5 P. M., No- 
vember 21st, 1922, at the Medical Library, the 
President, Dr. F. E. Peckham, presiding. 

The Secretary reported that in accordance with 
the By-Laws the following members have been 
dropped for non-payment of dues as of date Octo- 
ber 26, 1922: H. V. Carroll, Newport, R.I.; A. P. 


Fishman, Providence, R. I.; B. H. Gilbert, Conim- 


icut, R. I.; W. A. Mulvey, Providence, R. I. 
The Treasurer’s budget as recommended by the 


Council was, on motion, duly seconded, approved. 


Dr. F. N. Brown, Chairman of Committee on 
Traffic Preferences for Physicians, reported cor- 
respondence with other cities and organizations. 

Dr. F. T. Fulton, Chairman of Committee on 
Legislation, State and National, reported as re- 


SOCIETIES 15 


quested at the May meeting of the House of Dele- 
gates, upon steps taken by the State Board of 
Health in regard to chiropractors, that the Secre- 
tary of the State Board of Health had action 
against one chiropractor and had obtained a con- 
viction in the District Court, from which an ap- 
peal had been taken by the defendant chiropractor. 

The case has rested in the Superior Court for 
three years. The Secretary pointed out the diffi- 
culty of getting co-operation of the State legal of- © 
ficers in the matter. 

’ After several years of faithful service to the So- 
ciety as Treasurer, interrupted only by army serv- 
ice, Dr. W. A. Risk presented his resignation, ow- 
ing to his removal to Washington, D. C. On mo- 
tion of Dr. Brown, seconded by Dr. Welch, Dr. 
Jesse E. Mowry, Providence, was elected Treas- 
urer of the R. I. Medical Society, beginning Jan- 
uary lst, 1923. 

Dr. Welch moved that the dues for 1923 be 
fixed at $10.00. Seconded by Dr. Champlin. It 
was so voted. 

The President presented a proposition from 
Dr. J. W. Bartol, President Massachusetts Med- 
ical Society, to have a committee from all the New 
England State Medical Societies confer as to the 
advisability of conjoint meetings of the Medical 
Societies of the New England States. It was 
moved by Dr. Leech, seconded by Dr. Jones, that 
the President appoint such a committee, of which 
he should be a member ex-officio. The President 
thereupon appointed Dr. A. T. Jones and Dr. Alex 
M. Burgess to act with the President ex-officio as 
such a committee. Adjourned. 


J. W. Leecu, M.D., Secretary. 


CouNCIL. 


The Council was called to order at 4:30 P. M., 
November 21st, 1922, in the Medical Library, with 
Dr. Peckham, the President, in the chair. 

The Treasurer’s Budget for the year 1923 was 
presented by the Secretary in the absence of the 
Treasurer, as follows: 

Secretary Expenses (Sec. hire and sten- 
ography) 
Printing and Postage 
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1,404.00 The President made the following appoint- 
Books and Journals (including Ely Fund ments.: 
150.00 Delegates to Medical Societies—1. Maine, Dr, 
480.00 -Albert H. Miller, Dr. Henry A. Jones; 2. New 
6.00 Hampshire, Dr. Alex M. Burgess, Dr. Clinton S, 
15.00 Westcott; 3. Vermont, Dr. Prescott T. Hill, Dr, 
75.00 Charles F. Sweet; 4. Massachusetts, Dr. Bernard 
Howse Sapplies 75.00 L. Towle, Dr. Allen A. Weeden; 5. Connecticut, 
eres ere 150.00 Dr. John L. May, Dr. Norman McLeod. 
Rhode Island Medical Journal......... 380.00 Member-at-Large of Board of Trustees of 
——__ Rhode Island Medical Society Library Building— 
$4,050.00 Dy. Julian A. Chase. 


It was voted that the Council recommend that 
the House of Delegates approve the budget as 
printed above. 

It was moved by Dr. Hammond, seconded by 
Dr. Champlin, that the Society purchase the ster- 
eopticon lantern now in use in the Medical Li- 
brary. It was so voted. 

Dr. Welch called attention to the desirability of 
replacing the Printing Fund, from which a loan 
was made to the Society for the erection of the 
Library and moved that $500.00 be transferred 
from the funds of the Society to the Printing 
Fund. Seconded by Dr. White. It was so voted. 


Adjourned. 
J. W. Leecu, M.D., Secretary. 


QuarRTERLY MEETING. 

The regular quarterly meeting was called to or- 
der in the Medical Library at 4:15 P. M., De- 
cember 7, 1922, by the President, Dr. F. E. Peck- 
ham. 

The minutes of the September meeting of the 
Society and of the November meetings of the 
Council and House of Delegates were read by the 
Secretary and approved. 

A letter from the Managing Editor of the 
United League News, the organ of the United 
League of Women Voters of Rhode Island, ask- 
ing the co-operation of the Society with the 
League’s program for mother and infant welfare, 
was read by the Secretary. 

Mr. Edward Aborn Greene, Esq., in a short ad- 
dress portraying incidents in the life of Dr. Jo- 
seph Mauran, presented a portrait of Dr. Mauran, 
a former President of this Society. On behalf of 
the Society, Dr. Wm. R. White accepted the por- 
trait, making a plea for further gifts of a similar 
nature to enlarge the collection of portraits of Fel- 
lows now possessed by the Society. 


_vited the physicians of Rhode Island to a Cancer 


The following papers were presented: 

1. “Tuberculosis of the Upper Air Passages,” 
with lantern demonstration, Dr. Lewis B. Porter, 
Providence. Discussed by Drs. Leech, White, 
Hawkins, Adams. 

2. “Tubercular Manifestations on the Eye,” Dr, 
Geo. W. VanBenschoten, Providence. Discussed 
by Drs. Leech and Harvey. 

3. “The Question of Chronic Empyema and Its 
Treatment,” Dr. Frederick V. Hussey, Provi- 
dence. Discussed by Dr. C. O. Cooke. 

After adjournment, collation was served. 

_ J. W. Leecu, M.D., Secretary. 


Woonsocket District Mepicat Society. 

The following is a report of the Woonsocket 
District Medical Society held October 19, 1922, at 
the St. James Hotel: 

Dr. Weeden, President, in chair; Dr. Myers, 
Secretary pro tem. After the regular business 
had been transacted a very interesting paper on 
“Pain in the Upper Abdomen” was read by Dr. 
Daniel Fiske Jones, of Boston. 

Epwarp L. Myers, M.D., Sec. Pro Tem. 


HOSPITALS 


St. JosepH’s Hospitat. 
The Corporation of St. Joseph’s Hospital in- 


Clinic held at the Hospital, under the auspices of 
the R. I. Committee of the American Society for 
the Control of Cancer, Thursday, November 16, 
1922, at 10:30 A.M. The clinic was well attended 
and luncheon was served. 
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